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Which of the following drugs is considered a schedule III drug? 
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fumarate Rose Wang (ID:113212) this answer is incorrect. This agent is not classified as a 


Schedule II drug. 


Lactulose ¥ 


Marks for this submission: 0.0/1.0. 
TOPIC: Product Distribution 


LEARNING OBJECTIVE: 
To understand drug scheduling in Canada. 


BACKGROUND: 


After a drug has been authorized for sale by Health Canada, the National Association of Pharmacy Regulatory 
Authorities (NAPRA) receives a drug scheduling submission from a pharmaceutical company. An expert 
advisory committee known as the National Drug Scheduling Advisory Committee reviews the submissions 
received by NAPRA and makes drug scheduling recommendations within the National Drug Schedules (NDS) 
program. 


This program consists of 3 schedules and 4 categories of drugs. Schedule I drugs require a prescription for 
sale and are stored in the dispensary. Schedule Il drugs require professional intervention from the pharmacist 
prior to sale, but no prescription is required. Schedule III drugs must be sold in a licensed pharmacy, but may 
be located in the self-selection area and also do not require a prescription. Unscheduled drugs may be sold 
from any retail outlet without professional supervision. 


RATIONALE: 
Correct Answer: 

* Lactulose - Lactulose is classified as a Schedule Ill drug as per NAPRA. 
Incorrect Answers: 


* Insulin glargine - This agent is not classified as a Schedule III drug. 


* Amlodipine - This agent is not classified as a Schedule III drug. 


© Ferrous fumarate - This agent is not classified as a Schedule Ill drug. 


TAKEAWAY/KEY POINTS: 


Schedule | drugs require a prescription for sale and are stored in the dispensary. Schedule II drugs require 
professional intervention from the pharmacist prior to sale, but no prescription is required. Schedule Ill drugs 
must be sold in a licensed pharmacy, but may be located in the self-selection area and also do not require a 
prescription. 


REFERENCE: 


[1] National Association of Pharmacy Regulatory Authorities. Drug scheduling in Canada - general overview. 
https://napra.ca/drug-scheduling-canada-general-overview. 


The correct answer is: Lactulose 


Question 2 Which of the following abbreviations, symbols, ar dose designations is appropriate to use? 
1053178 
Incorrect Select one: 

flag question Pog 


(Sena Faecbsci 
cua px 
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Marks for this submission: 0.0/1.0. 
TOPIC: Product Distribution 


LEARNING OBJECTIVE: 

To identify dangerous abbreviations, symbols, and dose designations as per ISMP (Institute for Safe 
Medication Practices). 

BACKGROUND: 


There are a number of abbreviations, symbols, and dose designations identified by ISMP that have been 
reported as being frequently misinterpreted and involved in harmful medication errors. These abbreviations, 
symbols, and dose designations should never be used when communicating medication information. "Unit" 
should be used instead of "U" or "IU." "Daily" should be used instead of "QD." "Left eye" should be used 
instead of "OS" and "right eye" should be used instead of "OD." "mca" should be used instead of "ug." 


RATIONALE: 
Correct Answer: 


e meg - "mcg" should be used instead of "yg." 


Incorrect Answers: 
e QD - "Daily" should be used instead of "QD." 
e IU - "Unit" should be used instead of "U" or "IU." 
e OS- "Left eye" should be used instead of "OS" and “right eye" should be used instead of "OD." 


TAKEAWAY/KEY POINTS: 


There are a number of abbreviations, symbols, and dose designations identified by ISMP that have been 
reported as being frequently misinterpreted and involved in harmful medication errors. These abbreviations, 
symbols, and dose designations should never be used when communicating medication information. 


REFERENCE: 


[1] Institute for Safe Medication Practices. Do not use: dangerous abbreviations, symbols and dose 
designations, https://www.ismp-canada.org/download/ISMPCanadaListOfDangerousAbbreviations,pdf. 


The correct answer is: mcg 


Which of the following medication orders contains an inappropriate abbreviation, symbol, or dose 
designation? 
Select one: 

Amoxicillin 225 mg po TID ¥ 

Vitamin D°800 units po daily ¥ 

Hydromorphone 0.5 mg po q4h prn * 


Mx. v a 
re Rose Wang (ID:113212) this answer is correct. Drug names should not be 
EAS abbreviated because similar abbreviations for different drugs may be confused for 


each other. 


Maris for this submission: 1.0/1.0. 

TOPIC: Product Distribution 

LEARNING OBJECTIVE: 

To identify dangerous abbreviations, symbols, and dose designations as per ISMP (Institute for Safe 
Medication Practices). 

BACKGROUND: 

There are a number of abbreviations, symbols, and dose designations identified by ISMP that have been 
reported as being frequently misinterpreted and involved in harmful medication errors. These abbreviations, 
symbols, and dose designations should never be used when communicating medication information. "Unit" 
should be used instead of "U" or "IU." "Daily" should be used instead of "QD." "Left eye" should be used 
instead of "OS" and “right eye" should be used instead of "OD." "mcg" should be used instead of "ug." Drug 


names should not be abbreviated because similar abbreviations for different drugs may be confused for each 
other. For example, MS may be interpreted as morphine sulfate or magnesium sulfate. 


RATIONALE: 
Correct Answer: 


(Option #4): Drug names should not be abbreviated because similar abbreviations for different drugs may 
be confused for each other. 


Question 4 
1D: 53182 


Incorrect Answers: 


(Option #1, 2, 3): This medication order does not contain any inappropriate abbreviations, symbols, or dose 
designations. 


TAKEAWAY/KEY POINTS: 


Drug names should not be abbreviated because similar abbreviations for different drugs may be confused for 
each other. For example, MS may be interpreted as morphine sulfate or magnesium sulfate. 


REFERENCE: 


[1] Institute for Safe Medication Practices. Do not use: dangerous abbreviations, symbols and dose 
designations. https://www.ismp-canada.org/download/ISMPCanadaListofDangerousAbbreviations.pdf. 


The correct answer is: MTX 20 mg po weekly 


Which of the following statements regarding compounding is NOT true? 


Select one: 
Requires a patient-healthcare professional relationship * 
Involves preparation of drugs in very limited quantities * 
Can be done 'if there is a shortage of a commercially available product * 
Involves producing a drug Y . 
prodi hatis Rose Wang (ID:113212) this answer is correct. Manufacturing 


E EENE involves producing an identical product that is already commercially 
available, unless there is a shortage. 


Marks for this submission; 1.0/1.0. 


TOPIC: Product Distribution 


LEARNING OBJECTIVE: 
To understand the difference between compounding and manufacturing drug products in Canada. 


BACKGROUND: 


Health Canada defines compounding to be the following: “The combining or mixing together of two or more 
ingredients (of which at least one is a drug or pharmacologically active component) to create a final product 
in an appropriate form for dosing, It can involve raw materials or the alteration of the form and strength of 
commercially available products. It can include reformulation to allow for a novel drug delivery. 
Compounding does not include mixing, reconstituting, or any other manipulation that is performed in 
accordance with the directions for use on an approved drug's labelling material." Healthcare providers who 
engage in compounding must be able to demonstrate that a patient-healthcare professional relationship 
exists. On the contrary, manufacturing drug products does not require a patient-healthcare professional 
relationship. Compounding involves preparation of drugs in very limited quantities, for actual needs or in 
anticipation of a prescription. Compounding should only be done if there is a therapeutic need or lack of 
product availability due to a shortage or no supply of a commercially available product. Manufacturing 
involves producing an identical product that is already commercially available, unless there is a shortage. 


RATIONALE: 
Correct Answer: 


* Involves producing a drug product that is commercially available - Manufacturing involves 
producing an identical product that is already commercially available, unless there is a shortage. 


Incorrect Answers: 


* Requires a patient-healthcare professional relationship - Healthcare providers who engage in 
compounding must be able to demonstrate that a patient-healthcare professional relationship exists. 


* Involves preparation of drugs in very limited quantities - Compounding involves preparation of 
drugs in very limited quantities, for actual needs or in anticipation of a prescription. 


* Can be done if there is a shortage of a commercially available product - Compounding should 
only be done if there is a therapeutic need or lack of product availability due to a shortage or no 
supply of a commercially available product. 


TAKEAWAY/KEY POINTS: 


Compounding should only be done if there is a therapeutic need or lack of product availability due to a 
shortage or no supply of a commercially available product. Manufacturing involves producing an identical 
product that is already commercially available, unless there is a shortage. 


REFERENCE: 


[1] Health Canada. Policy on Manufacturing and Compounding Drug Products in Canada (POL-0051). 
https://www.canada.ca/en/health-canada/services/drugs-health-products/compliance-enforcement/good- 
manufacturing-practices/guidance-documents/policy-manufacturing-compounding-drug-products.html#a5. 


The correct answer is: Involves producing a drug product that is commercially available 


1D 53185 


Corect 


Sena Feedback 


Question 6 


10:53196 


Drugs classitied n which ot the tollowing schedules require a prescription tor sale? 


Select one: 
Schedule v A 
i Rose Wang (ID:113212) this answer is correct. Schedule I drugs require a prescription 
for sale and are stored in the dispensary. 
Schedule II% 
Schedule II X 


Unscheduled % 


Marks for this submission: 1.0/1.0. 


TOPIC: Product Distribution 


LEARNING OBJECTIVE: 


To understand drug scheduling in Canada, 


BACKGROUND: 


After a drug has been authorized for sale by Health Canada, the National Association of Pharmacy Regulatory 
Authorities (NAPRA) receives a drug scheduling submission from a pharmaceutical company. An expert 
advisory committee known as the National Drug Scheduling Advisory Committee reviews the submissions 
received by NAPRA and makes drug scheduling recommendations within the National Drug Schedules (NDS) 
program. 


This program consists of 3 schedules and 4 categories of drugs. Schedule I drugs require a prescription for 
sale and are stored in the dispensary. Schedule il drugs require professional intervention from the pharmacist 
prior to sale, but no prescription is required. Schedule IlI drugs must be sold in a licensed pharmacy, but may 
be located in the self-selection area and also do not require a prescription. Unscheduled drugs may be sold 
from any retail outlet without professional supervision. 


RATIONALE: 
Correct Answer: 


© Schedule I - Schedule | drugs require a prescription for sale and are stored in the dispensary. 


Incorrect Answers: 
* Schedule Il - These drugs do not require a prescription for sale. 
* Schedule Ill - These drugs do not require a prescription for sale. 


+ Unscheduled - These drugs do not require a prescription for sale. 


TAKEAWAY/KEY POINTS: 


Schedule | drugs require a prescription for sale and are stored in the dispensary. Schedule II drugs, Schedule 
Îi drugs, and unscheduled drugs do not require a prescription for sale. 


REFERENCE: 


[1] National Association of Pharmacy Regulatory Authorities. Drug scheduling in Canada - general overview. 
https://napra.ca/drug-scheduling-canada-general-overview 


The correct answer is: Schedule | 


In Canada, adverse drug reactions should be reported to: 


Select one: 
Canada v p 
Vigilance Rose Wang (ID:113212) this answer is correct. Adverse reactions should be 
Beer reported to Health Canada's Canada Vigilance Program. 


Canadian Medication Incident Reporting and Prevention System (CMIPRS) % 
Canadian Agency for Drugs and Technologies in Health (CADTH) X 
Canadian Institute for Health Information (CIHI) % 


Mares for this submission: 1.0/1.0. 


TOPIC: Product Distribution 


LEARNING OBJECTIVE: 


To understand the difference between medication errors and adverse drug reactions. 


BACKGROUND: 


A medication error, also known as a medication incident, is a mistake with a medication or a problem that 
could cause a mistake with medication. Generally, medication incidents are preventable and may include 
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1D: 52930 
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errors like receiving the wrong medication or wrong dose. Adverse drug reactions, also known as medication 
side effects, are unwanted negative effects that occur when drugs are used under normal conditions. Adverse 
reactions do not involve errors and generally cannot be prevented, unlike medication incidents. Medication 
incidents should be reported to Canadian Medication Incident Reporting and Prevention System (CMIPRS) via 
the Institute for Safe Medication Practices (ISMP). Adverse reactions should be reported to Health Canada's 
Canada Vigilance Program. 


RATIONALE: 
Correct Answer: 


e Canada Vigilance Program - Adverse reactions should be reported to Health Canada's Canada 
Vigilance Program. 


Incorrect Answers: 


Canadian Medication Incident Reporting and Prevention System (CMIPRS) - Adverse drug 
reactions are not reported to this organization. 


Canadian Agency for Drugs and Technologies in Health (CADTH) - Adverse drug reactions are not 
reported to this organization. 


Canadian Institute for Health Information (CIHI) - Adverse drug reactions are not reported to this 
organization. 


TAKEAWAY/KEY POINTS: 


Medication incidents should be reported to Canadian Medication Incident Reporting and Prevention System 
(CMIPRS) via the Institute for Safe Medication Practices (ISMP). Adverse reactions should be reported to 
Health Canada's Canada Vigilance Program. 


REFERENCE: 


[1] Government of Canada. Health Canada's role in the Management and Prevention of Harmful Medication 
Incidents. https://www.canada.ca/en/health-canada/services/drugs-health-products/medeffect- 
canada/medeffect-canada-role-management-prevention-harmful-medication-incidents.html. 


The correct answer is: Canada Vigilance Program 


Allof the following are appropriate strategies that should be employed with high-alert medications to 
reduce risk of errors EXCEPT: 
Select one: 


Standardizing the ordering and storage of these drugs * 
Using auxiliary labels and automated alerts % 


Limiting access to ¥ 
Fat se PAG Rose Wang (ID:113212) this answer is correct. Improving access to 


these drugs information about these drugs is an appropriate strategy to reduce risk of 
errors and minimize harm with high-alert medications. 


Employing redundancies * 


Marks for this submission: 1.0/1.0. 
TOPIC: Product Distribution 


LEARNING OBJECTIVE: 


To understand drugs that are classified as high-alert medications. 


BACKGROUND: 


A medication error, also known as a medication incident, is a mistake with a medication or a problem that 
could cause a mistake with medication. Generally, medication incidents are preventable and may include 
errors like receiving the wrong medication or wrong dose. Adverse drug reactions, also known as medication 
side effects, are unwanted negative effects that occur when drugs are used under normal conditions. Adverse 
reactions do not involve errors and generally cannot be prevented, unlike medication incidents. Medication 
incidents should be reported to Canadian Medication Incident Reporting and Prevention System (CMIPRS) via 
the Institute for Safe Medication Practices (ISMP). Adverse reactions should be reported to Health Canada’s 
Canada Vigilance Program. 


High-alert medications are defined as drugs that bear a heightened risk of causing significant patient harm 
when they are used in error. Medication incidents may or may not be more common with these drugs, but 
the consequences of an error are much more devastating to patients. Special safeguards should be employed 
with high-alert medications to reduce risk of errors and minimize harm. Strategies may include improving 
access to information about these drugs, limiting access, using auxiliary labels and automated alerts, 
employing redundancies, and standardizing the ordering, storage, preparation, and administration of these 
medications. Examples of high-alert medications include anesthetic agents (e.g. propofol, ketamine), IV 
antiarrhythmics (e.g. lidocaine, amiodarone), antithrombotic agents (e.g. low molecular weight heparin, 
rivaroxaban, argatroban, alteplase), chemotherapeutic agents, insulin, and opioids. 


RATIONALE: 


Wentoer® Mere 


Question 8 


1D: 52312 


* Limiting access to information about these drugs - Improving access to information about these 
drugs is an appropriate strategy to reduce risk of errors and minimize harm with high-alert 
medications. 


Incorrect Answers: 


* Standardizing the ordering and storage of these drugs - This is an appropriate strategy that may 
be employed to reduce risk of errors and minimize harm with high-alert medications. 


* Using auxiliary labels and automated alerts - This is an appropriate strategy that may be employed 
to reduce risk of errors and minimize harm with high-alert medications. 


+ Employing redundancies - This is an appropriate strategy that may be employed to reduce risk of 
errors and minimize harm with high-alert medications. 


TAKEAWAY/KEY POINTS: 


Special safeguards should be employed with high-alert medications to reduce risk of errors and minimize 
harm. Strategies may include improving access to information about these drugs, using auxiliary labels and 
automated alerts, employing redundancies, and standardizing the ordering, storage, preparation, and 
administration of these medications. 


REFERENCE: 


[1] Institute for Safe Medication Practices. High-Alert Medications in Acute Care Settings. 
httos://www.ismp.org/recommendations/high-alert-medications-acute-list. 


The correct answer is: Limiting access to information about these drugs 


Which of the following drugs is NOT classified as a high-alert medication? 


Select one: 
Morphine X% 
Rivaroxaban % 
Insulin lispro % 
Dapagliflozin ¥ 


Rose Wang (ID:1]3212) this answer is correct. This drug is not classified as a high- 
alert medication. 


Marrs for this submission: 1.0/1.0. 


TOPIC: Product Distribution 


LEARNING OBJECTIVE: 
To understand drugs that are classified as high-alert medications. 


BACKGROUND: 


A medication error, also known as a medication incident, is a mistake with a medication or a problem that 
could cause a mistake with medication. Generally, medication incidents are preventable and may include 
errors like receiving the wrong medication or wrong dose. Adverse drug reactions, also known as medication 
side effects, are unwanted negative effects that occur when drugs are used under normal conditions. Adverse 
reactions do not involve errors and generally cannot be prevented, unlike medication incidents. Medication 
incidents should be reported to Canadian Medication Incident Reporting and Prevention System (CMIPRS) via 
the Institute for Safe Medication Practices (ISMP). Adverse reactions should be reported to Health Canada's 
Canada Vigilance Program. 


High-alert medications are defined as drugs that bear a heightened risk of causing significant patient harm 
when they are used in error. Medication incidents may or may not be more common with these drugs, but 
the consequences of an error are much more devastating to patients. Special safeguards should be employed 
with high-alert medications to reduce risk of errors and minimize harm. Strategies may include improving 
access to information about these drugs, limiting access, using auxiliary labels and automated alerts, 
employing redundancies, and standardizing the ordering, storage, preparation, and administration of these 
medications, Examples of high-alert medications include anesthetic agents (e.g. propofol, ketamine), IV 
antiarrhythmics (e.g. lidocaine, amiodarone), antithrombotic agents (e.g. low molecular weight heparin, 
rivaroxaban, argatroban, alteplase), chemotherapeutic agents, insulin, and opioids 


RATIONALE: 


Correct Answer: 


* Dapagliflozin - This drug is not classified as a high-alert medication. 


Incorrect Answers: 


* Morphine - Examples of high-alert medications include anesthetic agents (e.g. propofol, ketamine), IV 
antiarrhythmics (e.g. lidocaine, amiodarone), antithrombotic agents (e.g. low molecular weight 
heparin, rivaroxaban, argatroban, alteplase), chemotherapeutic agents, insulin, and opioids. 


ivaroxaban - Examples of high-alert medications include anesthetic agents (e.g. propofol, ketamine), 
IV antiarrhythmics (e.g. lidocaine, amiodarone), antithrombotic agents (e.g. low molecular weight 
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heparin, rivaroxaban, argatroban, alteplase), chemotherapeutic agents, insulin, and opioids. 


* Insulin lispro - Examples of high-alert medications include anesthetic agents (e.g. propofol, ketamine), 
IV antiarrhythmies (e.g. lidocaine, amiodarone), antithrombotic agents (e.g. low molecular weight 
heparin, rivaroxaban, argatroban, alteplase), chemotherapeutic agents, insulin, and opioids. 


TAKEAWAY/KEY POINTS: 


High-alert medications are defined as drugs that bear a heightened risk of causing significant patient harm 
when they are used in error. Examples of high-alert medications include anesthetic agents (e.g. propofol, 
ketamine), IV antiarrhythmics (e.g. lidocaine, amiodarone), antithrombotic agents (e.g. low molecular weight 
heparin, rivaroxaban, argatroban, alteplase), chemotherapeutic agents, insulin, and opioids. 


REFERENCE: 

[1] Institute for Safe Medication Practices. High-Alert Medications in Acute Care Settings. 
httos://www.ismp.org/recommendations/high-alert-medications-acute-list. 

The correct answer is: Dapagliflozin 


Which of the following should be done when a critical incident occurs? 


Select one: 


Tallman lettering * 


Medication * 


reconciliation Rose Wang (ID: 113212) this answer is incorrect. This is not necessarily 


something that should be done when critical incidents occur. 


Failure mode and effects analysis * 


Root cause analysis ¥ 


Marks for this submission: 0.0/1.0, 
TOPIC: Product Distribution 
LEARNING OBJECTIVE: 


To understand definitions for terms that are considered essential to the discussion of medication incidents in 
Canada. 


BACKGROUND: 


A medication error, also known as a medication incident, is a mistake with a medication or a problem that 
could cause a mistake with medication. Generally, medication incidents are preventable and may include 
errors like receiving the wrong medication or wrong dose. Adverse drug reactions, also known as medication 
side effects, are unwanted negative effects that occur when drugs are used under normal conditions, Adverse 
reactions do not involve errors and generally cannot be prevented, unlike medication incidents. Medication 
incidents should be reported to Canadian Medication Incident Reporting and Prevention System (CMIPRS) via 
the Institute for Safe Medication Practices (ISMP). Adverse reactions should be reported to Health Canada's 
Canada Vigilance Program. 


A root cause analysis is an analytic tool that may be used to perform a comprehensive, system-based review 
of critical incidents. It involves identifying contributory and root factors, determining risk reduction strategies, 
and developing action plans with measurement strategies to evaluate effectiveness. A failure mode and 
effects analysis is a technique that is commonly used to identify process and product issues before they 
occur. 

RATIONALE: 

Correct Answer: 


(Option #4): A root cause analysis is an analytic tool that may be used to perform a comprehensive, system- 
based review of critical incidents. 


Incorrect Answers: 
(Option #1, 2, 3): This is not necessarily something that should be done when critical incidents occur. 
TAKEAWAY/KEY POINTS: 


A root cause analysis is an analytic tool that may be used to perform a comprehensive, system-based review 
of critical incidents. It involves identifying contributory and root factors, determining risk reduction strategies, 
and developing action plans with measurement strategies to evaluate effectiveness, 


REFERENCE: 


[1] Institute for Safe Medication Practices Canada. Definitions of terms. https://www.ismp- 
canada.org/definitions.htm. 


The correct answer is: Root cause analysis 


JM is a 66 year old male who brings in a new prescription to the pharmacy for a 30 day supply of 
carbamazepine ER 200 mg po BID. The pharmacy technician fills the prescription as a 30 day supply of 
carbamazepine 200 mg po BID instead. When the pharmacist is double-checking the prescription, she 
notices this error. She informs the technician, who makes the appropriate changes and dispenses the 
correct product. 


This is an example of a: 


Select one: 


No-harm % r = . 
incident Rose Wang (ID:113212) this answer is incorrect. A no-harm incident is a patient safety 


incident that reached the patient, but no discernible harm resulted. 


Near miss ¥ 
Harmful incident % 
Adverse event % 


Mars for this submission: 0.0/1.0. 


TOPIC: Product Distribution 
LEARNING OBJECTIVE: 


To understand definitions for terms that are considered essential to the discussion of medication incidents in 
Canada, 


BACKGROUND: 


A medication error, also known as a medication incident, is a mistake with a medication or a problem that 
could cause a mistake with medication. Generally, medication incidents are preventable and may include 
errors like receiving the wrong medication or wrong dose. Adverse drug reactions, also known as medication 
side effects, are unwanted negative effects that occur when drugs are used under normal conditions. Adverse 
reactions do not involve errors and generally cannot be prevented, unlike medication incidents. Medication 
incidents should be reported to Canadian Medication Incident Reporting and Prevention System (CMIPRS) via 
the Institute for Safe Medication Practices (ISMP). Adverse reactions should be reported to Health Canada's 
Canada Vigilance Program. 

As per the Canadian Patient Safety Institue (CPSI), a patient safety incident is defined as a circumstance of 
event that could have resulted, or did result, in unnecessary harm to a patient. The 3 main types of patient 
safety incidents are harmful incidents, near misses, and no-harm incidents. A harmful incident is patient 
safety incident that resulted in harm to the patient. A near miss or close call is defined as a patient safety 
incident that did not reach the patient and thus, no harm resulted. A no-harm incident is a patient safety 
incident that reached the patient, but no discernible harm resulted. 

RATIONALE: 

Correct Answer: 


(Option #2): A near miss or close call is defined as a patient safety incident that did not reach the patient 
and thus, no harm resulted. 


Incorrect Answers: 


(Option #1): A no-harm incident is a patient safety incident that reached the patient, but no discernible 
harm resulted. 

(Option #3): A harmful incident is patient safety incident that resulted in harm to the patient. 

(Option #4): This is not an example of an adverse event. 

TAKEAWAY/KEY POINTS: 


The 3 main types of patient safety incidents are harmful incidents, near misses, and no-harm incidents. A 
harmful incident is patient safety incident that resulted in harm to the patient, whereas a no-harm incident is 
a patient safety incident that reached the patient, but no discernible harm resulted... A near miss or close call 
is defined as a patient safety incident that did not reach the patient and thus, no harm resulted. 


REFERENCE: 


[1] Canadian Patient Safety Institute. Patient safety incident. 
httos://www.patientsafetyinstitute.ca/en/Topic/Pages/Patient-Safety-Incident.aspx. 


The correct answer is: Near miss 


Finish review 
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